Background Shared decision making (SDM) holds great potential for improving the therapeutic efficiency and quality of nutritional treatment of dyslipidaemia by promoting patient involvement in decision making. Adoption of specific behaviours fostering SDM during consultations has yet to be studied in routine dietetic practice.
Introduction
Primary and secondary prevention of cardiovascular diseases (CVD) are achievable through lifestyle choices. For example, the adoption of a healthy diet may lead to a better control of blood lipids concentrations. 1 Past studies reveal a number of nutritional options for the treatment of dyslipidaemia. 2, 3 Such treatment options may either consist of a total diet plan (e.g. the Portfolio diet or the Mediterranean diet); 4 recommendations about specific nutrient intake (e.g. omega-3 polyunsaturated fatty acids or soluble fibres); 2,3 and recommendations about specific foods or food groups (e.g. fatty fish or fruits and vegetables). 2, 3 While these nutritional options are rarely mutually exclusive (i.e. most options include and/or are part of others, depending on their specificity), each of them has been shown to improve the lipid profile of dyslipidaemic patients. As diet change has been shown to be limited by habits 5 and is difficult to maintain over time, 6, 7 adherence to dietary advice is increasingly recognized as an important mediator of the impact of nutritional treatment options on health outcomes. [8] [9] [10] Food choices and habits are sensitive to the values of each individual, 11, 12 and the cornerstone of adherence appears to be the acceptability of the treatment to the patient. 13 Previous studies have shown increased patient motivation and adherence when patients are allowed to choose their nutritional treatment. 14, 15 Moreover, patients report being sensitive to nutrition counselling and treatment options matching their needs and wants. 16 Given that various treatment options are offered for the nutritional treatment of chronic diseases, such as dyslipidaemia, we hypothesize that patient adherence issues in this context of care may be solved by individualizing treatment plans according to patients' values and preferences. 17 Defined as a process in which a health-related decision is jointly shared between a patient and a health professional, 18, 19 shared decision making (SDM) represents a decision-making process that integrates patient-centred care into clinical practice. It aims at helping patients to play an active role in decision making. In the context of chronic diseases, benefits of SDM include improved patient adherence to treatment, satisfaction, knowledge and health. 20, 21 SDM is viewed as the pinnacle of patientcentred care and these two concepts are increasingly being considered as inseparable. 22, 23 SDM is often defined as a set of competencies or behaviours to be adopted by both patients and healthcare professionals during a consultation. 24, 25 Theoretical frameworks such as social cognitive theories have proved their suitability for improving understanding of healthcare professionals' behaviours. 26, 27 However, few studies have employed such models to identify the determinants underlying healthcare professionals' SDM behaviours. [28] [29] [30] [31] [32] Furthermore, to our knowledge, only one of these studies has assessed SDM behaviours in both the healthcare professional and the patient together. 28 As patients and healthcare professionals are both actively involved in this model of decision making, 33 considering the behaviours and perspectives of both, and how their interactions influence the decision-making process, are key to gaining a thorough comprehension of SDM. 34, 35 Despite the suitability of SDM for the management of chronic diseases, 36, 37 studies have yet to be conducted in the field of the nutritional treatment of dyslipidaemia. Therefore, this exploratory study sought to describe SDM behaviours during dietetic consultations regarding the nutritional treatment of dyslipidaemia. This was done by applying a behavioural theory-based approach and also by assessing the extent to which dieticians involve their patients in decision making.
Methods
We chose to use a cross-sectional study design to explore dieticians' and patients' adoption of SDM behaviours in dietetic consultation regarding the nutritional treatment of dyslipidaemia. Mainly, our study focuses on the two key concepts of SDM that are most discussed in the literature as reported in a systematic review by Makoul 
Questionnaires and data collection
We designed a questionnaire based on the TPB ( Fig. 1) 41 to assess dieticians' and patients' intention to adopt the two targeted SDM behaviours: 'to discuss nutritional treatment options for dyslipidaemia during the next consultation' and 'to discuss patients' values and preferences about nutritional treatment options for dyslipidaemia during the next consultation'. In line with the TPB framework, the theoretical constructs of attitude (i.e. one's positive or negative evaluation of self-adoption of the behaviour), subjective norm (i.e. one's perception that adoption of the behaviour is influenced by the judgment of significant others) and perceived behavioural control (i.e. one's beliefs about the influence of factors that may facilitate or impede the adoption of a behaviour) as well as intention (i.e. one's readiness to adopt the behaviour) toward the behaviours were assessed by formulating corresponding items in the questionnaire as indicated by Godin. 42 Items were rated on a seven-point bipolar Likert scale ranging from À3 (strongly disagree) to +3 (strongly agree).
Two questionnaires were developed for the study: one to be answered by participants before the consultation and the second, after. The pre-consultation questionnaire included the TPB questionnaire about the two targeted behaviours, the Control Preferences Scale 43 and socio-demographic data. The post-consultation questionnaire assessed the adoption of each studied behaviour in the consultation by means of a yes/no question. Participants were also asked to elaborate on their answers to provide understanding of the reasons for behaviour adoption or non-adoption. Questionnaires were validated for comprehension and clarity with five individuals from each respective population (dieticians and patients), and modified accordingly.
Audiotape analyses
The OPTION scale was used to code transcripts of recorded consultations to assess the extent to which dieticians involved their patients in decision making about the nutritional treatment for dyslipidaemia. We used NVivo qualitative research software (Version 8; QSR International, Melbourne, Vic., Australia) to code consultations with OPTION as previously described. 40 Two raters (HV and SMD) were trained before coding the consultations in this study. They first reviewed the OPTION scale coding instructions. Afterwards, they met to discuss their understanding of items to reach a consensus. The raters then independently coded a sample of five nutritional consultations from a previous study in which dietary treatment of chronic diseases was the focus of the discussion. The inter-rater reliability was good [inter-rater coefficient correlation (ICC) of 0.96]. They finally proceeded to the overall scoring of consultation recordings from the present project.
Statistical analyses
Spearman's partial correlations were performed between intention and each of the three theoretical constructs of the TPB (attitude, subjective norm and perceived behavioural control), adjusting for the other two constructs each time. We performed descriptive statistics on the OPTION scale to evaluate the extent to which dieticians involved patients in decisions, and we calculated ICC to assess inter-rater reliability of our coding. Internal consistency (using Cronbach's alpha) could not be measured due to the small sample size of audio-recorded consultations. We calculated Spearman's correlation coefficients to quantify associations between the OPTION scores, TPB constructs, preferred role in decision making as assessed by the Control Preferences Scale, consultation characteristics (e.g. duration) and participants' socio-demographic characteristics. All statistical analyses were performed using SAS software (version 9.2; SAS Institute Inc., Cary, NC, USA).
Results
Recruitment and consent to participate took place from May 2011 to May 2012. Of the 93 dieticians contacted, 26 initially accepted to participate in the study. Thirteen completed the study with a patient. Complete dyads were included in the statistical analyses of TPB constructs (n = 13). Eight consultations were recorded and analysed with the OPTION scale (n = 8). Figure 2 describes the recruitment procedure. Of 13 consultations, six were first consultations while seven were follow-ups. Socio-demographic characteristics of dieticians and patients are presented in Tables 1 and 2 , respectively. Table 3 shows participants' preferred decisionmaking role. The majority of dieticians (62%) preferred to 'share the decision' while the majority of patients (54%) preferred to 'make the decision, after considering their dietician's opinion'.
Results shown in Table 4 indicate that perceived behavioural control was the only TPB construct significantly associated with the intention 'to discuss nutritional treatment option' 93 dietitians who were sent postal invitations and with the intention 'to discuss patient's values and preferences' for both patients and dieticians. Dieticians and patients showed favourable intentions (>0, which corresponds to the neutral value on the scale) to adopt both targeted behaviours. There was no significant difference between intentions to adopt the behaviours in dieticians and patients (P = 0.52 and P = 0.95, respectively). In the post-consultation questionnaire, 3/12 dieticians and 11/12 patients reported they had 'discussed nutritional options' while all participants reported they had 'discussed patient's values and preferences' during the consultation. Among stated reasons for not having adopted the first behaviour, dieticians reported having considered that some options were not appropriate to present because of their initial evaluation of the patient's health condition and/or lifestyle habits (n = 4) or their lack of time (n = 3).
The overall mean OPTION score obtained from transcripts of the eight recorded consultations was 28.0 AE 6.0% (ICC = 0.855). The mean duration of consultations was 56 AE 20 min. The association between the OPTION score and consultation duration was not statistically significant (r = 0.64; P = 0.09). Regarding specific OPTION scale items (Table 5) , the highest scores obtained for dieticians were for exploring patients' expectations about how to manage the problem (Item 6), listing options (which include the choice of 'no action') (Item 4) and indicating the need to review or defer the decision (Item 12). On the other hand, dieticians scores were the lowest for identifying the need for a decision-making stage (Item 11) and eliciting patient's preferred level of involvement in decision making (Item 10).
According to data from the eight recorded consultations, dieticians' intentions 'to discuss nutritional treatment options' and 'to discuss patient's values and preferences' were not related to the observed adoption of their related OPTION score, represented by item 4 (r = 0.02; P = 0.96) and item 6 (r = 0.17; P = 0.69), respectively. No statistically significant correlation was found between variables of interest (TPB constructs and OPTION score) and participants' characteristics such as dieticians' age or number of years in dietetic practice, patients' age, gender or education, or nature of consultation (first consultations vs. follow-ups).
Discussion
To the best of our knowledge, our study is the first to explore both dieticians' and patients' SDM behaviours in routine consultation for the nutritional treatment of dyslipidaemia. Results revealed that perceived behavioural control, which is related to one's beliefs about the influence of factors that may facilitate or impede the adoption of a behaviour, was significantly related to dieticians' and patients' intentions 'to discuss options' and 'to discuss patient's values and preferences'. These results provide insight into factors that may influence the intention to adopt the two targeted SDM behaviours, and to future research endeavours that could expand the knowledge base about SDM in dietetic practice. The scores of the third-observer instrument (OPTION scale) also suggested that patient involvement in decision making in this specific context of care remains low despite participants' favourable intentions to adopt specific SDM behaviours and despite participants' interest in 'sharing the decision' about the nutritional treatment choice.
Participants' SDM behaviours
Patient involvement in decision making in the context of nutritional treatment of dyslipidaemia as observed with the OPTION scale was suboptimal. Yet, in spite of a small sample Spearman partial correlation r coefficients, n = 13; *P < 0.05; **P < 0.01. 1. The clinician draws attention to an identified problem as one that requires a decision-making process. 1.0 2. The clinician states that there is more than one way to deal with the identified problem (equipoise). 0.9 3. The clinician assesses the patient's preferred approach to receiving information to assist decision making (e.g. discussion, reading printed material, assessing graphical data, using videotape or other media).
0.8
4.
The clinician lists options that can include the choice of no action 1.7 5. The clinician explains the pros and cons of options to the patient (taking no action is an option).
0.8 6. The clinician explores the patient's expectations (or ideas) about how the problem(s) are to be managed.
1.9 7. The clinician explores the patient's concerns (fears) about how the problem(s) are to be managed.
1.1 8. The clinician checks that the patient has understood the information.
1.2 9. The clinician offers the patient explicit opportunities to ask questions during the decision-making process.
1.2 10. The clinician elicits the patient's preferred level of involvement in decision making.
0.5 11. The clinician indicates the need for a decision-making (or deferring) stage.
0.7 12. The clinician indicates the need to review the decision (or deferment).
1.7
On a scale ranging from 0 (behavior not practiced) to 4 (well-executed behavior).
size, it remains quite comparable to those observed in other diet-related disease treatments 40 or in the practices of other health professionals. 44, 45 Similarly, dieticians, like other healthcare professionals, seem better skilled at behaviours related to the treatment choice itself (such as OPTION items 4, 6 and 12, see Table 5 ) than at discussing about the decision making process and patients' preferences (such as OPTION items 3 and 10). 44 Previous studies have pointed out barriers to elicitation of patient preferences about the decision-making process, such as the perception among health professionals that it is counterproductive 46 and unsettling to professional practice. 40 However, with all mean OPTION scores in our study under the 5-point scale median, none of the competencies at all can be considered to have been practised even to a moderate standard. Perceived behavioural control has already been shown to be a strong predictor of dieticians' behavioural intentions for our two studied behaviours, 32 and it reached statistical significance in this study too. Furthermore, the self-efficacy construct, 47 the core concept of social cognitive theory and conceptually similar to perceived behavioural control, has shown to be highly predictive of dieticians' counselling practices in general, 48 specifically in the management of high blood cholesterol. 49 The dieticians' results in our study are confirmed by the findings of a systematic review that 'beliefs about capabilities' was the determinant that consistently predicted both healthcare professionals' intention to adopt a behaviour and their actual adoption of the behaviour. 26 Earlier studies of our two studied behaviours that also used the TPB (not in the context of dyslipidaemia) underlined the same behavioural control beliefs that might have influenced dieticians' intentions in our study. 29, 32 Most frequently reported barriers perceived by dieticians in these studies were as follows: lack of time in consultation, characteristics of the patient's personality (motivation, openness, trust and understanding), patient's medical condition, and lack of interviewing techniques. 29, 32 The relevance of perceived behavioural control among dieticians in this study is also congruent with studies of other healthcare professionals 50 and healthcare representatives 51 who frequently reported beliefs about barriers and facilitators to adopting SDM. Furthermore, two of these barriers (lack of time and patient's medical condition) are congruent with the reasons for not having 'discussed nutritional treatment options' given by some of the dieticians in our study.
Concerning patient results that linked perceived behavioural control to intention for both studied behaviours, a similar concept (self-efficacy 47 ) has already been established as being influential on patient participation in decision making in other healthcare contexts. 52, 53 However, in these studies, determinants other than self-efficacy were shown to be equally influential on patient participation, such as the healthcare professional facilitating involvement (e.g. solicitation of patient's treatment preferences and effective communication skills) and initial preferred role for decision making. 52, 53 In our study, it appears that patient preferences for active participation were linked to their positive intentions towards SDM behaviours. However, their perceived ability to overcome barriers (such as dieticians not promoting involvement) contributed to enabling their adoption in the consultation. Given our small sample size, further studies will be needed to confirm these interpretations. Patient-initiated SDM behaviours are more frequently observed and tend to lead to more SDM in consultations than do healthcare professional-initiated SDM behaviours, 54 and this trend is especially enhanced when patients tend to prefer an active rather than a passive role in decision making. 55, 56 This tendency, when measured with the Control Preferences Scale or other instruments, is found in many clinical situations. 57 Our results also found that patients prefer an active role, suggesting that patients might be the best 'triggers' for promoting SDM during nutritional consultations. To this end, dieticians must however demonstrate openness to patient participation through their communication style. 55 As an example, this could be achieved in the future by training dieticians in SDM and by implementing decision aids. Such interventions have already been shown to have a potential effect in other healthcare situations for the improvement of communication and patient involvement.
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Limitations Dieticians' participation in the study was limited, even though only one consultation was required per dietician. Many hypotheses can be formulated to explain this. First, postal invitations and refusal postcards were developed to achieve as much voluntary participation as possible. However, one cannot exclude the possibility that some dieticians contacted by mail refused to participate without having as much information about the study objectives as those who were contacted by phone. This issue was pinpointed in a pilot trial of a continuing medical education programme in SDM in a family medicine group. 60 Secondly, to the best of our knowledge, studies reporting on direct observation of dieticians' practice in their usual office hours are scarce. This may be indicative of dieticians' reluctance to participate in research projects, especially when they are asked if the consultation can be recorded. Indeed, in our study, four of the 13 dieticians who had identified a patient and completed the questionnaires did not consent to record the consultation. Although dieticians have reported a positive attitude to getting involved in research activities as research team members, 61, 62 this interest may wane when the object of study is their own clinical practice. This could partly explain why a previous study on determinants of the same behaviours obtained a higher recruitment rate (47%): it was a postal survey with no observations of actual dietetic consultations. 32 As a result of these recruitment issues, generalizability of our results appears limited. Indeed, our small sample size impeded statistical power to undertake multiple regressions for analysing salient beliefs associated with TPB constructs, or structural equation modelling to improve our understanding of dyadic processes.
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Conclusion
This exploratory study is the first to assess patients' and dieticians' adoption of SDM behaviours in consultation for the nutritional treatment of dyslipidaemia. As perceived behavioural control appears to be the sole TPB construct to significantly predict intentions to perform both studied SDM behaviours, interventions addressing barriers and reinforcing enablers for their adoption by dieticians and patients should be explored in depth in further studies. These may foster more effective SDM implementation in dietetic practice. Results also indicate that patients prefer to play an active rather than a passive role in decision making. However, despite patients' and dieticians' positive intentions to adopt SDM behaviours, patients' involvement in decision making as measured by a third-observer instrument remains low. The results of our exploratory study contribute to highlight issues that should be addressed in future research endeavours to further expand the knowledge base related to SDM in dietetic practice.
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